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A 51-year-old woman, with a history of acute myocardial infarction (percutaneous inter-
vention of left anterior descending [LAD] coronary artery) was admitted to the coronary
care unit for chest pain and cardiogenic shock following tragic news. The electrocardio-
gram demonstrated sinus rhythm and a known complete left bundle branch block. Coronary
angiography was performed immediately, revealing no signiﬁcant coronary lesions. Left
ventricular (LV) angiography found LV regional wall motion abnormalities extending beyond
a single epicardial coronary distribution (LV ejection fraction, 25%) and was suggestive of
Tako-Tsubo cardiomyopathy (Fig. 1A, Appendix A Video 1). The diagnosis of coronary spasm
was excluded because the pattern of LV systolic dysfunction did not correspond to a spe-
ciﬁc coronary territory. Transthoracic echocardiography conﬁrmed LV systolic dysfunction,
without any LV outﬂow tract obstruction. Peak plasma creatinine kinase and troponin I
concentrations were 203 IU/L and 1.86g/L, respectively. An inotropic agent was infused
over 24 hours and the patient was discharged from the hospital on day nine.
At 3-month follow-up, transthoracic echocardiography demonstrated recovery of LV
systolic function (LV ejection fraction, 55%), conﬁrming the diagnosis of Tako-Tsubo car-
diomyopathy. Four years later, the patient presented with recurrent chest pain. Coronary
angiography revealed an occlusive intrastent restenosis of the LAD coronary artery, whereas
LV angiography revealed wall motion abnormalities related to the LAD coronary artery
distribution (Fig. 1B, Appendix B Video 2).
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Appendix A. Supplementary data
Supplementary data associated with this article can
be found, in the online version, at doi:10.1016/j.acvd.
2009.08.016.igure 1. Right anterior oblique left ventricular angiograms in d
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This case report highlights the fact that Tako-Tsubo car-
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ase. In Tako-Tsubo cardiomyopathy, the increase in biolog-
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xtending beyond a single epicardial coronary distribution.onﬂict of interest
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